A 62-year-old white male presented with pain in the lumbar region and lower abdomen, accompanied by weight loss and fatigue. At admission, the patient was afebrile, the laboratory check-up showed an elevated erythrocyte sedimentation rate (83 mm for the rst hour) and a high c-reactive protein level. Chest X-ray, abdominal ultrasound, X-ray of the lumbar region of the spine and urine chemical analysis all were normal. The abdominal CT scan showed an inhomogeneous mass around the abdominal aorta. The subsequent F-18 uorodeoxyglucose (FDG) positron emission tomography (PET) demonstrated signi cant FDG uptake not only by the abdominal aorta but also by the whole thoracic aorta, extending to the aortic valves, including the origin of coronary arteries (Panel A: left, abdominal; right, thoracic). The fasting patient received 6.5 MBq/kg i.v. F-18 FDG 1 hour before imaging. These results were substantiated by an additional chest CT scan (Panel B: left, coronal; right, sagittal). The patient's clinical condition improved dramatically after treatment with prednislone 2 mg per day. A repeated FDG-PET three months later (Panel C) failed to show any FDG uptake by the thoracic and abdominal aorta.
In the presence of clinical signs of aortitis, FDG-PET scan seems to be a reliable diagnostic modality to demonstrate the whole extent of vascular in ammation even when the patient does not complain of chest pain.
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